Introduction
Teratomas are tumors containing tissues derived from all three germinal cell layers, i.e.: ectoderm, endoderm, and mesoderm. Most teratomas in infancy and childhood arise in the sacrococcygeal region, with a reported incidence of 1/40.000 births. They are usually skin-covered masses protruding from the sacral area, causing distortion of the perineum and the buttocks, being three or four times more frequent in females, and about 10% are malignant [5, 16, 18] . During pregnancy, sacrococcygeal teratomas have been associated with both acute and chronic hydramnios, placentomegaly, and hydrops fetalis [2, 3, 8, 11] . During labor, severe dystocia may occur in 6% to 12% of the cases, and this is usually encountered in cases of infants with large tumors delivered vaginally [4, 13, 15, 19] . Reported is a case of a large sacrococcygeal teratoma diagnosed antepartum by sonography, and the perinatal management is briefly discussed.
2 Case report C.V. S., a 25-year-old woman, gravida 3, para 2, was referred at 36 weeks' menstrual age due to discrepancy between dates and uterine size. No other complications during current pregnancy were found. Sonographic evaluation revealed a single fetus in vertex presentation, with a biparietal diameter and femur length compatible with her last menstrual period. A 15-cm by 12-cm sacral complex mass with predominant solid components was visualized ( figure 1 A, normal, and no associated anomalies were found. A sonographic diagnosis of sacrococcygeal teratoma was made. The patient refused hospitalization for further studies, and was admitted with spontaneous labor at 40 weeks' gestation. In view of the prenatal sonographic finding, an obstructed delivery could be anticipated. An emergency cesarean section was performed, delivering a 4.050-g female infant with a large sacrococcygeal tumor (figure 2), with Apgar score of 9 at 1 and 5 min. Some difficulty was found in delivering the buttocks, but this was easy accomplished by performing an inverted Tshaped hysterotomy. The fetal sacral mass was resected on the 5th day of life. The excised mass weighed 620-g, measured 14-cm by 11-cm by 9-cm, and the pathology reported a mature sacrococcygeal teratoma (figure 3). The infant had an uneventful recovery. 
Discussion
The classical clinical feature of a congenital sacrococcygeal teratoma is an obstructed delivery at the level of the fetal lower thorax after the head and shoulders are delivered without difficulty. Management in this situation includes vaginal incisional drainage [19] or blind dissection of the tumor [1] , vaginal delivery after abdominal drainage of the tumor [4, 15] , and emergency abdominal delivery after partial vaginal delivery [13] . Often, fetal morbidity and mortality associated with this type of dystocia is extremely high.
The cornerstone in the management of sacrococcygeal teratomas is prenatal diagnosis. With the more frequent use of sonography, congenital sacrococcygeal teratomas are increasingly diagnosed antepartum [2, 6, 7, 9, 10, 14, 17] . Once the diagnosis is made, serial sonographic examinations have been advocated [2, 9, 17] . Sonography allows not only measurements of the tumor, but also its characterization as to whether it is predominantly solid or cystic, its documentation as to growth or changes in the tumor itself during pregnancy, and facilitates interventional procedures such as transabdominal puncture prior to cesarean section [12] .
Some controversy exists regarding the critical size of the tumor and the choice of vaginal or abdominal delivery. Teal et al. [17] considered that an infant with a sacrococcygeal teratoma measuring more than -cm in average must be delivered by cesarean section, but Gross et al. [7] considered 5-cm to be the critical limit. We consider that every infant with a sacrococcygeal teratoma, without associated anomalies incompatible with life, must be delivered by cesarean section, since the average size of the tumor is added to the normal dimensions of the fetal girdle. An absolutely atraumatic vaginal delivery in these cases is therefore not warranted. Using either the classical cesarean section [17] or the low-segment cesarean section with an inverted T-shaped hysterotomy provide the least traumatic approaches to the fetus. Since these tumors are potentially malignant and the incidence of malignancy increases with age, complete resection of the tumor with excision of the coccys in the first week of life and pathologic examination of the resected mass are mandatory [5, 16, 18] .
This case report agrees with previous reported cases in which successful management of sacrococcygeal teratomas could be achieved with accurate prenatal sonographic diagnosis, atraumatic delivery, and prompt surgical intervention [2, 7, 9, 17] .
Abstract
Teratomas are tumors containing tissues derived from all three germinal cell layers. Most teratomas arise in the sacrococcygeal region, with a reported incidence of 1/40.000 births. During labor, severe dystocia may occur in infants with large tumors if delivered vaginally, with an extremely high fetal morbidity and mortality rate. Reported is a case of a large congenital sacrococcygeal teratoma diagnosed antepartum by sonography at 36 weeks pregnancy. This sonographic finding allowed us to avoid traumatic delivery. Cesarean section was performed, with the delivery of a 4.050-g female infant with a large sacrococcygeal tumor. Resection of the sacral mass was performed on the 5th day of life. Pathologic examination showed a mature sacrococcygeal teratoma weighing 620-g, and measuring 14-cm by 11-cm by 9-cm. The infant had an uneventful recovery. This report agrees with previous reported cases in which successful management of sacrococcygeal teratomas could be achieved with accurate prenatal diagnosis, atraumatic delivery, and prompt surgical intervention. The role of sonography in the management of these cases is stressed.
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